The aim of this paper is to present a wide range of professional and lay viewpoints on obesity. Different perspectives surrounding how obesity is viewed, primary etiological factors contributing to obesity and intervention aims are brought together for review and discussion. Factors which may contribute to different perspectives include: familiarity with the scienti®c data showing the health risks associated with obesity, personal experience with weight and weight control, experiences encountered in working with clients in weight management, and professional training. In addition to describing and comparing the different approaches, possibilities for reconciling their differences and drawing from each of their strengths, are explored. The predominant viewpoint among health professionals regarding the etiology of obesity is that multiple factors contribute to its onset and progression. However, viewpoints tend to differ with regard to the main contributing factors and range from those in which the major focus is on genetic factors, to those which focus more on familial and/or individual choices regarding behavioural implementation. Although the predominant viewpoint on obesity in western societies is not a positive one, there is a growing size acceptance movement which has had a signi®cant impact on both the fashion industry and on the health ®eld. Aims of treatment may vary in accordance with beliefs about key etiological factors leading to obesity (for example, primarily genetic vs primarily behavioural) and with opinions regarding potential consequences and bene®ts of obesity. Aims of treatment may include weight loss, healthy eating and exercise, weight maintenance, improved self-esteem, fat accepTance and/or advocacy for decreased weight discrimination. An increased awareness, understanding and openness towards different philosophical perspectives surrounding weight issues may be the ®rst step towards working with colleagues and clients whose viewpoints on weight-related issues differ from our own.
Introduction
Obesity receives a great deal of attention in both the professional and lay literature due to its high prevalence 1, 2 ; the stigma associated with its occurrence in a society which values thinness 3 ; and its potential physical and psychosocial consequences. 4, 5 The prevalence of overweight among both child and adult populations in Western societies is high.
1,2 Prevalence rates have increased signi®cantly in the United States over the past two decades. 1, 6, 7 Data from the National Health and Nutrition Examination Survey (NHANES) show that between 1976 ± 1980, 7.6% of children (aged 6 ± 11 y) and 5.7% of adolescents (aged 12 ± 17 y) were overweight, using a conservative estimate of overweight ( b 95th percentile based on cycles two and three of the National Health Examination Surveys). 7 Prevalence rates of overweight, increased to 14% of children and 12% of adolescents in 1988 ± 1994, using the same cut-off points ( b 95th percentile). 7 Large ethnic disparities in prevalence rates of obesity are apparent. For example, among female children, 11.9% of non-Hispanic Whites, 17.9% of non-Hispanic Blacks and 15.8% of Mexican Americans, were overweight in 1988 ± 1994. Among adolescent females, 9.6% of non-Hispanic Whites, 16 .3% of non-Hispanic Blacks and 14.0% of Mexican Americans were overweight during this same period.
The mainstream viewpoint among health professionals, is that obesity among children and adolescents is a major public health concern. In addition, obesity tends to be viewed as being less attractive than slenderness, among both health professionals and the public. 8 ± 10 However, in light of dif®culties encountered in weight loss and maintenance, and increased concerns about excessive weight preoccupation and the development of eating disorders, there is a growing movement, of both health care professionals and lay persons, which strives for greater acceptance of a wide range of body shapes and sizes. Differences of opinion exist with regard to the potential physical and psychosocial consequences of obesity; primary etiological factors leading to the onset of obesity; and goals of intervention programs aimed at the prevention and treatment of obesity andaor its psychosocial consequences. Viewpoints on weight-related issues are somewhat polarized with differences of opinion between professionals working in the obesity ®eld vs those in the eating disorder ®eld; between the fat prideaacceptance movement and the more traditional medical approaches; and between adolescents and others willing to use extreme measures to lose weight and health care providers encouraging a steady weight loss via moderate modi®cations in physical activity and eating behaviours.
Health care professionals are generally aware of the complexity of obesity, its etiology, and the treatment process, in particular among children and adolescents. Nevertheless, one's philosophical perspectives surrounding weight-related issues and exposure to various viewpoints are bound to differ in accordance with one's training, socio-cultural background, personal weight issues and professional experiences in research and clinical work. In this paper, the different perspectives surrounding how obesity is viewed, primary etiological factors contributing to obesity and intervention goals are brought together for review and discussion. The aim of this paper is to present and describe a wide range of professional and lay viewpoints on obesity, and to discuss potential implications for prevention and treatment of obesity and its consequences among youth. In addition to describing and comparing the different approaches, possibilities for reconciling their differences and drawing from each of their strengths are explored.
In considering each of the viewpoints, it is important to be aware of the different types of evidence supporting different perspectives. There is a vast amount of scienti®c data that demonstrates that obesity is associated with increased health risks and costs. 12 ± 16 This data clearly suggests that steps need to be taken in order to prevent the onset, and decrease the progression, of obesity. There is virtually no strong scienti®c data to support the notion of fat acceptance, in terms of decreasing physical health risks and costs associated with obesity. Nevertheless, the dif®culties faced in long-term weight loss and maintenance, 17 the personal experiences of overweight adolescents who encounter weight-related stigmatization, 18 and the high rates of unhealthy weight control behaviours among overweight youth, 19 do provide support for the notion of size acceptance; that is, the social acceptance of a greater range of body shapes and sizes. The clinician working with overweight children and adolescents is faced with the dilemma of how to integrate those bits of information, in order to develop the most appropriate assessment and management plan for these youth.
Etiology of obesity
A review of the scienti®c literature suggests that there has been a shift in beliefs about key etiological factors over the past twenty years, with more emphasis being placed on the interaction between genetic dispositions towards obesity and environmental factors providing increased opportunities for overeating and underexercising, and less emphasis being placed on the psychological factors which place one at greater risk from overeating and obesity. The emergence of genetic research over the past 20 years and the changing nature of obesity, along with increased prevalence rates, appear to be key factors leading to this shift in thinking. The predominant viewpoint among health professionals, regarding the etiology of obesity, is that multiple factors contribute to its onset and progression. 20 ± 23 Thus, there is probably general consensus that a child with a genetic predisposition towards obesity, who lives in a social environment in which caloric-dense food is easily accessible, and whose family tends to be sedentary, is at increased risk for obesity. However, viewpoints among professionals tend to differ with regard to the main contributing factors, and range from those in which the major focus is on genetic factors 20, 21 to those which focus more on individual choices regarding behavioural implementation 22 (Figure 1 ). Alternatively, eating and exercise behaviours may not be viewed as individual choices, but rather as a function of one's family or society-at-large. 24 ± 27 For example, Figure 1 Factors contributing to obesity: A continuum of viewpoints.
The weight dilemma D Neumark-Sztainer the rise in obesity in the US, in particular among lowincome and minority adolescent girls and adult women, 1 may be viewed as a result of decreased opportunities for physical activity in unsafe neighbourhoods and from limited availability of inexpensive low-fat food items in both supermarkets and restaurants. Family structure, relationships, support, meal patterns and leisure activities may have a strong impact on a child's eating and exercise patterns. In accordance with one's views on the primary etiological factors, views on the degree to which obesity can be controlled may also vary. While the individual may not be held accountable for a condition which is primarily genetic in origin, the individual andaor the individual's family (in particular if referring to an overweight child) may be viewed as being accountable for a condition which is primarily behavioural in origin. Thus, as one moves towards the right of the continuum in Figure 1 , there is an increased emphasis on individual control, which may lead to increased`victim-blaming' of the individual and the family. The dilemma which then arises, is how to encourage people to take responsibility for their eating and exercise behaviours, without blaming them for being overweight. The response to this dilemma may be in being open to the various viewpoints, and in understanding that for most persons, a variety of factors are contributing to their being overweight.
A wide range of beliefs about etiological factors contributing to obesity appears to also exist in the lay public. On September 23rd 1996, the Time Magazine cover story was entitled`The hot new diet pill: Redux'. 28 A few weeks later, readers wrote in regarding this article and their letters clearly illustrated some of the different viewpoints among the public regarding etiological factors contributing to obesity and subsequent approaches towards its prevention and treatment. For example, one reader indicated that obesity is due to a lack of self-restraint and self-pity and`blamed' the overweight individual for hisaher condition:
It never ceases to amaze me how much medication or surgery a person will endure in order to avoid a modicum of self-restraint at the dinner table. Drugs like Redux do not treat the indolence and self-pity that are the true causes of our obesity and poor health.' 29 Another reader did not blame the individual for being overweight, but rather placed the responsibility on American society-at-large for the large increase in obesity:
I'm sick of people insinuating that Americans are overweight because they're lazy. Europeans don't stay thin by exercising three times a week or by eating nonfat foods. They stay thin by living active lives. The US is designed around cars, not pedestrians or bicycles, and until that changes, Americans will continue to be fat.' 30 These letters clearly demonstrate the wide range of societal viewpoints on etiological factors contributing to the high prevalence rates of obesity. They further illustrate how one's views on etiological factors may in¯uence one's opinion of the overweight individual, whether overweight individuals should be blamed for their condition, and implications for prevention or treatment of obesity.
Views on obesity
Opinions regarding potential psychosocial and physical consequences of obesity and potential bene®ts of obesity, tend to vary among both health professionals and the public (Figure 2 ). At one extreme, obesity is viewed as having negative consequences in terms of physical health, social well being, physical attractiveness and ®nancial costs, at both the individual and societal level. At the other extreme, obesity may be viewed as offering certain bene®ts, in particular when contrasted with the alternatives such as constant dieting and weight cycling.
As shown in Figure 2 , at one extreme, fat may be viewed as attractive and bene®cial. This was particularly true within certain traditional societies where food was scarce and obesity was viewed as a sign of af¯uence. 31 For example, Powdermaker 32 describes the concept of female attractiveness in pre-literate, tribal societies, in which strenuous physical activity (primarily aimed at food production) was the norm and hunger was a common experience: Figure 2 Continuum of views on obesity.
The weight dilemma D Neumark-Sztainer `Among the Banyankole, a pastoral people in East Africa, when a girl began to prepare for marriage at the age of eight, she was not permitted to play and run about, but kept in the house and made to drink large quantities of milk daily so that she would grow fat. By the end of a year she could only waddle. The fatter she grew the more beautiful she was considered F F F ' 32, 33 While the over-riding view of obesity in current western societies is not a positive one, there is a growing fat prideaacceptance movement, which has had a signi®cant impact on both the fashion industry and on the health ®eld. 34 ± 36 Potential bene®ts of being large may include perceived attractiveness, power and safety. In 1969, the National Association to Advance Fat Acceptance (NAAFA) was founded, with the aim of improving the quality of life for fat people. NAAFA works to eliminate discrimination based on body size, and provide fat people with the tools for self-empowerment through public education and advocacy. 37 For example, the organization recommends that professionals keep copies of NAAFA newsletters and magazines for large-sized women in their waiting rooms; avoid trying to maintain an unnaturally low weight and avoid weight loss diets and compulsiveaexcessive exercise programs; avoid discussions of`goodabad' foods and eating behaviours; refrain from complimenting others on losing weight or criticizing anyone for gaining weight; and encourage colleagues to engage in similar practices. 37 While the majority of their work is directed towards the adult population, they also provide educational materials of relevance to overweight youth. One of their brochures, entitled Good News for Big Kids', describes the positive traits of big kids, similarities between big kids and other kids, dif®culties faced by big kids, such as teasing, and suggestions for healthy eating, exercise and getting support. 12 At the other end of the continuum in Figure 2 , obesity is viewed negatively, in light of potential physical, social and psychological consequences. Health risks of obesity have been described as including hypertension, insulin resistance and diabetes mellitus, and cardiovascular disease (CVD). 11 For example, recent evidence has shown that the odds of developing diabetes mellitus are 15 times higher among overweight women (BMI b 30) and 10 times higher among overweight men than among nonoverweight individuals (BMI`25). 16 The economic costs of obesity have been found to range from 2 ± 5.5% of total health care costs in studies undertaken in France, the Netherlands, Australia and the US. 13 ± 15,38 Research has shown that obesity in childhood and adolescence is associated with the development of risk factors for CVD 39 and with increased morbidity and mortality after a 50 y follow-up, independent of adult body weight. 40 The dif®culties perceived to be associated with obesity may extend well beyond the condition itself, to include personality characteristics such as laziness and lack of self-discipline. 41 Allon 31 suggests that within the contemporary US, obesity is viewed as a sin (from a religious point of view), as a disease (from a medical point of view), as a misdemeanor (from a criminal point of view) and as ugliness (from an aesthetic or cultural point of view). Stigmatization of overweight persons has been documented for different age and gender groups, in a variety of settings. Examples of stigmatization include negative attitudes towards overweight children by others 42 ; negative attitudes of health-care professionals towards their overweight patients 43 ; and lower acceptance rates of overweight youth than non-overweight youth into prestigious colleges, despite comparable scholastic performance. 44, 45 A study on dating among secondary school students, revealed low comfort in engaging in dating activities with very overweight partners, in particular among adolescent males. 3 In a 10-year prospective study, Gortmaker et al 5 found that both overweight men and women were less likely to marry than non-overweight persons, and were more likely to have lower household incomes in early adult life. 5 In a recent study in which overweight youth were asked about weight stigmatization, only two out of 50 girls did not describe any hurtful experience associated with being overweight. 18 The vast majority of these girls described situations in which others had teased them for being overweight. Thus, while the potential physical, social and psychological consequences of obesity have been described, 4, 5 it is not clear whether the more detrimental consequences are primarily due to the condition itself (that is, obesity) or to society's reaction to obesity.
Two more moderate views of obesity among health professionals and the public, which are related to those described above, are shown in the middle of the continuum in Figure 2 . One perspective is that obesity is undesirable, but not`all-encompassing.' According to this perspective, weight concerns, while present, are not obsessive. One might be aware of the potential health implications of obesity, yet would not perceive oneself or other overweight individuals as having de®ned personality traits such as self-indulgence or laziness. According to this viewpoint, one would strive for, or recommend to others, weight control using reasonable methods.
The other more moderate viewpoint shown in the continuum, which is being promoted by the fat acceptance movement and adopted by a small but growing number of health professionals, is that fat should be accepted as normal for some individuals. 17, 46 According to this viewpoint, one would not desire to be fat, but would accept it as one's`normal' body weight, due to the dif®culties faced in weight loss and maintenance.
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Implications for interventions
Beliefs about key etiological factors leading to obesity and the potential consequences of obesity are bound to have an impact on health professionals' opinions of the aims of intervention programs. Similar factors are also likely to have an impact on desired outcomes of intervention programs among overweight children and adolescents, and their families.
Proponents of the fat prideaacceptance viewpoint are not likely to view weight loss as an aim of intervention programs. Aims of interventions are more apt to include: encouraging eating and physical activity for overall health promotion and not for weight control; fat acceptance at the individual and societal level; advocacy for decreased weight discrimination; and increased skills for dealing with weight stigmatization and discrimination.
Sobal 47 discusses the importance of dealing with stigmatization at the psychological and sociological level. At the individual or psychological level, coping with stigmatization may be assisted using one-on-one counseling or small group discussions. Sobal 47 presents a four-component model for coping with stigmatization of obesity: 1) Recognition: awareness that obesity is stigmatized and understanding about stigma; 2) Readiness: anticipation, preparation and prevention of stigmatizing acts; 3) Reaction: immediate and long term coping with stigmatizing acts; and 4) Repair: recovery from problems resulting from stigmatization and reform of actions and values of others.
Interventions may also be undertaken with non-overweight persons, in organizations which aim for modi®cations in social norms regarding ideal body size and decreased stigmatization of overweight persons.
For example, schools could offer programs for overweight students, which provide skills for dealing with weight stigmatization and programs for the general student body and staff aimed at modifying weightrelated attitudes and decreasing hurtful behaviours toward the overweight. Overweight youth, and their families, who perceive obesity as having serious psychosocial and physical consequences, are likely to view weight loss as the prime aim of treatment. Although the preferred weight control methods may be moderate methods, such as modest modi®cations in eating and exercise behaviours, they may also be willing to use more extreme weight control methods. Prevalence rates of unhealthy dieting behaviours and disordered eating behaviours have been found to be higher among overweight adolescents than among nonoverweight youth.
Those who view fat as undesirable, but not`allencompassing' are likely to view weight control as a major aim of treatment, but only via moderate methods. Improved body satisfaction and self esteem may also be viewed as secondary aims of treatment. This viewpoint appears to be prevalent among adult populations in the US. In a recent study on weight control behaviours among adult men and women, we found a high percentage of persons engaging in weight control behaviours, yet the majority of the behaviours were those typically viewed as health-promoting, that is, increased physical activity and decreased fat intake. 48 It also appears to be the mainstream perspective among health professionals who are concerned with the potential health consequences of obesity, yet are not likely to perceive overweight persons as having undesirable personality characteristics as a group. Traditional medical models promote the use of healthy methods, such as increased physical activity and moderate modi®cations in the types and amounts of food consumed. 49, 50 More extreme measures, such as surgery, are reserved for overweight adults not responding to moderate methods, for whom the risks The weight dilemma D Neumark-Sztainer S35 of these extreme methods are viewed as less harmful than the risks of excess weight. 50 The position of the American Dietetic Association is that`the achievement and maintenance of optimal weight through sound eating practices and adequate exercise are an essential health promotion strategy. 49 Optimal weight for any given individual may vary in accordance with existing health concerns percentages of body fat, location of excess fat in the body, age, gender, heredity, psychological implications and realistic weight maintenance goals. The position paper further states that the prevention of obesity through nutrition and health education should be a primary objective for health care professionals. Weight control programs should include behavioural management techniques for food intake, exercise, stress and improved selfesteem, and should focus on the loss of body fat and avoidance of repeated diet failures. 49 Proponents of the viewpoint that fat is acceptable, but not desirable, are likely to encourage eating behaviours and physical activity for health promotion and the prevention of further weight gain. Body size acceptance is bound to be an additional aim of intervention programs. Satter 51 has developed a model based on`trust' for working with overweight children, in which body weight is viewed as primarily genetic in nature and`fatness is normal for some people'. 51 Parents can take responsibility for providing wholesome and appealing food at predictable and pleasant times. However, once they have done their part, parents must trust children to pick and choose from the available foods. Satter states that this`trust' paradigm offers advantages over the more traditional control' paradigm, since a child who is trusted learns self esteem and responsibility. 51 This trust paradigm is supported by a study by Johnson and Birch, 52 in which young children whose mothers were more controlling of their children's food intake, showed less ability to self-regulate energy intake. Satter 51 further states that helping parents to raise an emotionally healthy fat child is a part of primary prevention, since according to Hilda Bruch, fat children have a better chance of growing up to achieve a positive acceptance of their physical identity as a fat person if parents are accepting and supportive of them. 51, 53 Reconciling the differences: Integrating the strengths of the different approaches
At ®rst glance, the difference between these viewpoints on obesity, factors contributing to the onset and progression of obesity, and subsequent intervention aims, may seem too large to reconcile. An increased awareness, understanding and openness towards different philosophical perspectives surrounding weight issues may be the ®rst step towards working with individuals whose viewpoints differ to our own. It is possible to understand and respect another's point of view without being in agreement or adopting it. For example, although there appears to be polarization between those in the obesity and the eating disorders ®elds with regard to weight-related issues, an open discussion often reveals more similarities than differences in perspectives.
In a counselling situation, the following steps may be used in order to guide the session: 1) Assess the client's point of view. More speci®-cally, assess the client's perspectives regarding etiological factors leading to the onset and progression of obesity, beliefs on potential psychosocial and physical consequences andaor bene®ts of being overweight; and desired outcomes from treatment. In the case of a child, assess viewpoints of both the child and the primary caretakers. 2) Try to understand the reasons for the client's perspective. This may be particularly dif®cult if there are large discrepancies between the client and health care provider. 3) Develop a treatment plan which takes into account the perspectives of both the health care provider and the client. 4) Be¯exible and encourage¯exibility in your client and your client's family. Modify the treatment plan as the counseling relationship develops.
Conclusion
Counseling overweight clients for weight control and self acceptance is a long-term process, which demands a trusting relationship between the health care provider and the client. In working with overweight children and adolescents, the relationship is particularly important and often challenging. A treatment plan which takes into account the perspectives of both the health care provider and the client is bound to be more successful than one which is developed by only one partner. This does not mean that the healthcare provider should ignore the strong evidence that obesity is associated with a number of health risks. It does mean that for different individuals, different approaches may be more effective in promoting the adoption of healthy lifestyle behaviours. Through a greater awareness and appreciation of these differing viewpoints, counseling is bound to be more interesting for health care providers; more appealing to clients; and possibly more effective in preventing and treating obesity and its psychosocial consequences.
